MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH o u
DEPARTMENT OF PUBLIC HEALTH AND WELFARE T E
-0/ 5997

—
Registration District No. ____-_-______% ——Primary Registration District No. _____ /ﬁ..g:!ﬂl’blstur s No. nz_/___é__-_i____

PO NOT WRITE AMENDED

ON THIS STUB E” =&
1. PLACE OF DEATH - . 2. USUAL RESIDENCE (Where deceased lived. |f institution: Residence before
VS 300 B o County  Jackson s stare Mo, b. county Jackson edmistion)
Rev. 4/5%9 % b. g (If outaide corporate limits, give TOWNSHIP only) Length of stay in 16 3 aw Thaide Limits
] -
s TOWN Kansas City 86 yrs own Kansas City Yes O No
1 < c. FULL NAME OF (If NOT in hospital, glve location) Inside Limity d. STREET {If cutside, give location) Reside on Farm
— a3k R e "
2,157%) |3 NTTUTION SteAlexis Home e S 5331 Highland Ave, YeQ N0
3/ 3. (?_}‘AME OF DE)CEASED First Middle Last, 4, DOAl':I'E Month Day Yoar
ype or print - B .
P Wiss Mabel Sweeney peai  Aprdl 17,1962
f 5. SEX . 6. COLOR OR RACE 7. Married (0 Never Married] [8. DATE OF BIRTH | #. AGE (lawr birthday) | IF UNhDER 1 YEAR | IF UNDER 24 HR
: i Manths D Hours Min.
5 0 . Female White Widowed [J Divorced (J 8_1_‘1875 86 y,ears I ays u I i
S I A 10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY! 11. BIRTHPLACE (City and state or country} | 12. CITIZEN OF WHAT COUNTRY
b g during most of worl}('i.ng life, even if ratired) . - U -
rapher Kansag City,Moe | UeSele =
7 o 9 lf!n FATHER'S 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- .
g it
8 0 | m@m; ARMED FORCES? 1a NFORMANT Address
< {Yes, na, or unknown) I (f yes,ﬁiw war or dates of servig
9 i) fa)
3%£XF f‘(‘ — 18. CAUSE OF DEATH (Entar only one causae per line
10 E{J PART |. DEATH WAS CAUSED aY:
Q| = o HMMEDIATE CAUSE (a).
“1] - OO- -8' e -
919 o)
12 [+ 5 [a] Conditions, if any, DUE TO (b)
g! - ! v ul—_, which gave rise fo
=iz sbove cause (a),
13 EE = . stating the under-
lying cause [last. DUE TO ()
g z 1. OTHER SIGNIFECANT CONDI'IIONS CONTRIBUTING TO DEATH but not related to the terminal -PART |Il. If decessed wes female was
g disease congltionygiven in PART | {a} there a pregnancy in last 90 days.
%
E ;,_ ' O Yes I O Ne ] O Unknown
. g E WAS AUTOPSY sw%os HOMEI]CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 18
PERFORMED? .
.. g d YES[] NO[3J .
- .~ -t
z |Z | "R TIME OF  Howr  Menth, Day, Vear
E a INJURY a.m.
3 g g p.m,
-z- ] ] 20d. INJURY OCCURRED 20e. PLACE OF INJURY (0-9--' in-or about home, | 20, CITY, TOWN, OR LOCATION COUNTY STATE
o e WHILE AT WORK ] farm, factory, street, office bidg., etc.} ,
4 [ NOT WHILE AT WORK (] / } / / /
U o o o : = &f h i)
S o] E - é 8’0 . 1 attended the deceased lrom#ﬂc——q fo__%%——llnd last llw*glolive OAW
m s 9 r"'. Death, accurred at 2 m on the date stated sbove, and ta the best of my knowledge, from the causes stated.
7] -
S ¥ 3 & = 9%‘ 726, AD
ps
> | B = | 5l . 4 it
= .
< v 3b.DATE 23c. NAME OF CEMETFRY OR CREMATORY 23d. LOCATION
o) a . s y
z * ' A (&) Mt.Ste 's Kansas City,Moe
= < . AUNERAL LURECTOR ADDRESS . DATE RECD. BY LOCAL REG. | 26. REGJATRAR'S SIGNAIURE
i . - .
= > homas E.Quirk 551l Johnson Dr'e Y [Z,(,;_

» PR : *  {Licensed Embalmer’s Statement on Reverss Side)




-~

o

_STATEMENT BY LICENSED EMBALMER -

. or by S .. - o . .
> N - . * -
ST, T -
working under my personal supervision.
Student__
. Signature of Student Embalmer
- . Licensed Embalme
L) . -
“  P.O. Address
Note:

with the above constitutes grounds for revocation of ticense).

The "above MUST BE SIGNED BY THE LICENSED EMBALMER in

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact 5hould be so stated above:

e

his OWN HANDWRITING.

-

(Failure to. comply




